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SORT IT SUPPLEMENT: POST-EBOLA RECOVERY IN WEST AFRICA

Life goes on: the resilience of maternal primary care during  
the Ebola outbreak in rural Sierra Leone
V. M. L. Caulker,1 S. Mishra,2 J. van Griensven,3 A. Moosa,1 R. Najjemba,4 K. Shringarpure,5  
A. K. Chan2,6

During the 2014–2015 outbreak of the Ebola virus 
disease (EVD) in Sierra Leone, at least 3589 peo-

ple died of EVD, including more than 200 health care 
workers.1 The impact of the outbreak extended be-
yond EVD to affect the entire health care system.2,3 
Access to antenatal care (ANC) and postnatal care 
(PNC) services reduces maternal and infant mortality, 
and the World Health Organization (WHO) recom-
mends a series of four ANC visits and at least one 
PNC health visit.4 Four ANC visits contribute to bet-
ter health choices, such as safe deliveries in health 
facilities with the assistance of a skilled birth atten-
dant.5 ANC visits also reduce maternal mortality and 
adverse pregnancy outcomes and increase access to 
PNC services soon after delivery.6 Almost half of 

postnatal deaths occur within the first 24 h, and 66% 
occur within the first week,6 and early PNC care re-
duces postnatal complications.7 Three of the 11 indi-
cators recommended by the WHO to evaluate repro-
ductive and child health programmes are 1) 
completion of prenatal care (four ANC visits); 2) de-
livery at a health facility and/or attendance by a 
skilled provider; and 3) access to PNC within 2 days 
of childbirth.8

Even before the outbreak, Sierra Leone had one of 
the highest maternal mortality ratios globally, at 
1165 deaths per 100 000 live births,9 and delivery of 
ANC and PNC services in Sierra Leone was subopti-
mal. The health system was recovering from a civil 
war and there were significant shortages in health 
care staff.10 The 2013 Demographic Health Survey in-
dicates that while women often initiated ANC after 
the first trimester, they did not receive or attend all 
four ANC visits as recommended.4 In 2013, 75% of 
women completed prenatal care, 54% delivered at a 
health facility and 70% had a PNC visit within 2 days 
of childbirth.4

The Ebola outbreak may have further compromised 
ANC and PNC in different ways. Early on in the out-
break, health workers were instructed to strictly follow 
an overarching ‘no touch’ policy when sufficient per-
sonal protective equipment (PPE) and training were 
not available, which impacted the provision of care 
for pregnant and postnatal women and neonates.11 
Community perceptions of an increased risk of con-
tracting EVD in health facilities may have prevented 
women from accessing ANC and PNC services or from 
delivering at health facilities.12 No peer-reviewed stud-
ies in affected countries have specifically assessed the 
effects of the outbreak on the complete continuum of 
ANC, delivery and PNC.

The aim of the present study was to determine the 
effects of the 2014–2015 Ebola outbreak on atten-
dance and completion of ANC and PNC visits and on 
facility delivery in Moyamba District, Sierra Leone. 
Specific objectives were to compare before, during and 
after the outbreak: 1) attendance at the first (ANC1) 
and fourth (ANC4) visits by site of visit (i.e., facility 
and outreach) and type of facility; 2) the number of 
women delivering at a health facility or at home, and 
by cadre of birth attendant; and 3) the number of 
mothers and neonates receiving PNC within 2 days of 
childbirth.
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Setting: All 100 health facilities providing maternal ser-
vices in Moyamba, Sierra Leone, a rural district that expe-
rienced a smaller Ebola outbreak than other areas.
Objective: To compare trends in antenatal care (the first 
and fourth visit [ANC1 and ANC4]), delivery, and postna-
tal care (PNC1) service utilisation before, during and after 
the Ebola outbreak (2014–2016).
Design: Cross-sectional study using secondary pro-
gramme data.
Results: A total of 211 Ebola cases occurred in Moyamba 
District. The mean number of monthly ANC visits re-
mained stable over time, except for the subset of care 
provided via outreach visits where, compared with before 
the outbreak (n = 390), ANC1 visits declined during (n = 
331, P = 0.002) and after the outbreak (n = 342, P = 
0.03). Most (97%) deliveries occurred in health facili-
ties, assisted by maternal and child health aides (80%). 
During the outbreak, the mean number of communi-
ty-based deliveries per month declined from 31 to 21 (P 
= 0.03), and the mean number of deliveries performed 
by midwives increased from 49 to 78 (P  0.001) com-
pared with before the outbreak. Before, during and after 
Ebola, there was no significant change in the mean num-
ber of live births (respectively n = 1134, n = 1110, n = 
1162), maternal PNC1 (respectively n = 1110, n = 1105, 
n = 1165) or neonatal PNC1 (respectively n = 1028, n = 
1050, n = 1085).
Conclusion: In a rural district less affected by Ebola 
transmission than other areas, utilisation of maternal pri-
mary care remained robust, despite the outbreak.
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METHODS

Study design
We conducted a comparative cross-sectional study us-
ing routinely collected, aggregate programme data 
over three time periods.

Study setting
General
Sierra Leone, a low-income country in West Africa, 
ranked 181 out of 188 on the Human Development In-
dex in 2014 following a civil war that lasted from 1991 
to 2001.13

Study site setting
The district of Moyamba, in the Southern Province of 
Sierra Leone, has an estimated population of 300 000 
across its 14 chiefdoms.14 Each chiefdom has a com-
munity health centre (CHC), a community health post 
(CHP) and a maternal and child health post (MCHP), 
where ANC, delivery services and PNC can be ac-
cessed.14 The district also has five Basic Emergency Ob-
stetrics and Newborn Care centres (BEmONC), which 
provide a higher level of obstetric and neonatal care, 
such as assisted deliveries. The district referral hospital 
is located in the district capital. In addition, there is 
one faith-based hospital, and one university hospital 
that services local university students. Caesarean sec-

tion and complicated obstetrical emergencies are man-
aged only at hospitals. Table 1 summarises the func-
tion and staffing of the different types of health 
facility.

The EVD outbreak in Moyamba District occurred 
between 23 July 2014 and 17 March 2015, with 211 
cases across 10 chiefdoms, and 126 EVD-related 
deaths, including five health care staff. Four chiefdoms 
reported more than 20 cases each.15

Study population
The study population included all registered pregnant 
women in Moyamba District attending ANC visits, de-
livering at the health facilities or in the communities, 
and women and neonates attending PNC1 visits within 
2 days of childbirth before (1 June 2013–30 April 2014), 
during (1 June 2014–30 April 2015) and after (1 No-
vember 2015–30 April 2016) the Ebola outbreak.

Data collection
We extracted peripheral health unit (PHU) data from 
the District Health Information System (DHIS) soft-
ware, which is generated from routine monitoring and 
evaluation forms, registers and tally books for repro-
ductive and child health. Data on referral hospital de-
liveries were extracted from a paper register used for 
routine monitoring and evaluation.
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TABLE 1 Overview of the public health system and staffing by facility type in Moyamba District, Sierra Leone; 
Moyamba District Health Management Team Report, 2016

Type of facility Function Staffing

Referral hospital (n = 3) Referral services
• In-patient care (wards)
• Paediatric
• Obstetrics
• Medical
Surgery
Out-patient service
Nutritional stabilisation centre
TB ward, HIV referral centre
Eye clinic

Medical doctor (n = 1–2)
Senior registered nurses (n = 5)
Midwives (n = 5)
Laboratory technicians (n = 9)
Pharmacists (n = 2)
Nutritionist (n = 1)
Anaesthetics registered nurse (n = 1)
SECHN (n = 18)
MCH aide (n = 1)

Basic emergency obstetrics & 
newborn care centres (n = 5)

CHC with specific focus on obstetrics and newborns
Equipment for obstetrical emergencies including 

vacuum extractors and aspirators, blood group and 
screen, emergency obstetrical drugs, transport for 
referral to hospital within hours

Community health officer (n = 1)
Midwife (n = 1)
SECHN (n = 2)
MCH aides (n = 3)
Laboratory technician (n = 0–1)
TBA (n = 0–3)

CHC (n = 18) Main programmes: reproductive and child health, 
including ANC; PNC, family planning, vaccination 
and nutrition; malaria, TB, HIV

Diagnostic testing: malaria, HIV, TB and other 
microscopy

Treatment: minor illnesses and surgical procedures
Admission for 72 h maximum
Outreach services (every 1–2 weeks) covering 20 

villages/CHC
Supervising community health workers

Community health officer (n = 1)
Midwife (n = 1)
SECHN (n = 1)
MCH aides (n = 2)
TBA (n = 0–3)

Community health post  
(n = 29)

As above, with some restrictions (e.g., referral for TB 
and HIV testing, except for PMTCT)

Treatment: minor illnesses

Community health assistant (n = 1)
MCH aides (n = 1–2)
TBA (n = 0–3)

Maternal and child health post  
(n = 54)

As above, with some restrictions; main focus is 
prenatal, maternal and postnatal care, nutrition

MCH aides (n = 1–2)
TBA (n = 0–3)

TB = tuberculosis; HIV = human immunodeficiency virus; SECHN = State-enrolled community health nurse; MCH = maternal and child health; 
CHC = community health centre; TBA = traditional birth attendant; ANC = antenatal care; PNC = post-natal care; PMTCT = prevention of mother 
to child transmission.
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We extracted the following data per facility: month, year, 
chiefdom, health facility type (CHC, CHP, MCHP, hospital), num-
ber of ANC visits (ANC1–ANC4), site of visit (facility or outreach 
[facility-based outreach to the community]), number of deliveries, 
health cadre of the birth attendant, place of delivery (facility or 
community), number of live births, and number of mothers and 
babies attending first PNC visit.

Data analysis
A structured database was developed in EpiData version 3.1 (Epi-
Data Association, Odense, Denmark), and data were double-en-
tered. EpiData version 2.2.2.182 was used for analysis. Trends in 
outcomes per month were explored and outcomes compared by 
study period using the t-test for continuous variables and the χ2 
test for proportions. For each outcome, pre- vs. during EVD and 
pre- vs. post-EVD were compared. Each comparison included the 
same calendar months to counter potential seasonal variations in 
outcomes. The pre- vs. post-outbreak comparisons were restricted 
to the months inclusive of November to April in each time 
period.

Ethics
The study was approved by the Sierra Leone National Ethics and 
Scientific Review Committee, the Sierra Leone Ministry of Health 
and Sanitation, Freetown, Sierra Leone, and the Ethics Advisory 
Group of the International Union Against Tuberculosis and Lung 
Disease, Paris, France. As aggregate data were used, with no names 
and no patient identifiers, informed patient consent was not 
required.

RESULTS

Monthly reports were available from all 100 health facilities for 
each study month. One CHP was reporting (and therefore classi-
fied) as a CHC up until December 2014. Of the 2728 reports, 103 
(4%) were missing data on at least one indicator of interest, and 
24 (0.1%) were missing data on all five programme indicators of 
interest (ANC1, ANC4, number of deliveries, number of live 

births, first PNC visit). Completeness of reports was similar before 
(1027/1056, 97%) and during the outbreak (1037/1072, 97%), 
and was lowest after the outbreak (561/600, 94%, P = 0.01).

Antenatal care cascade
The monthly trends in ANC1 and ANC4 visits are shown in Fig-
ure 1. There were seasonal fluctuations in ANC1 visits across the 
study periods; however, compared with pre-EVD, there was no 
significant difference in the mean number of ANC1 visits per 
month during or after the outbreak (Table 2). The type of facility 
did not affect uptake of ANC care during the outbreak, and the 
number of facility-based ANC1 visits remained unchanged in all 
study periods. However, the number of ANC1 outreach visits was 
lower during (331 vs. 390, P  0.002) and after (342 vs. 399, P = 
0.03) the outbreak than before the outbreak. The mean number 
of ANC4 visits was also lower after the outbreak than before (1131 
vs. 1198, P = 0.05), as well as in the subset of those receiving 
ANC4 visits at a CHP (305 vs. 340, P = 0.02). There was an in-
crease in the mean number of ANC4 visits after the outbreak (627 
vs. 465, P = 0.01) in the subgroup of those receiving outreach 
care.

Deliveries by location and by health cadre
The total number of deliveries by month remained stable over 
the study periods (Figure 2). There were higher mean numbers of 
institutional deliveries per month by unskilled birth attendants 
(respectively n = 1057, n = 999, n = 1002) than by skilled birth 
attendants (respectively n = 86, n = 113, n = 151; all P  0.02) be-
fore, during and after the outbreak. There was a decline in com-
munity-based deliveries during the outbreak (P = 0.03) (Table 3). 
During and after the outbreak, the mean number of deliveries 
performed by midwives increased (n = 78 and n = 102 vs. n = 49; 
both P  0.001) compared with before the outbreak, with a con-
comitant trend towards significance of a decrease in the mean 
number of deliveries per month by unskilled maternal and child 
health aides, who performed more than 80% of deliveries before 
(963/1093), during (920/1111) and after (939/1153) the 
outbreak.

FIGURE 1 ANC clinic visits (ANC1 and ANC4*) by month before, during and af-
ter the EVD outbreak in Moyamba District. There is seasonal variation in monthly 
numbers due to closure of facilities during December and a consequent increase in 
January. *ANC1 = first ANC visit; ANC4 = forth ANC visit. ANC = antenatal care; 
EVD = Ebola virus disease.
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Postnatal care immediately following live birth
There was no significant change in the mean number of live 
births or PNC1 visits during the study period (Table 4). The high 
retention of mothers following up at their PNC1 visits after a live 
birth remained unchanged. The mean number of neonates at-
tending PNC1 was lower than the number of live births across all 
periods.

DISCUSSION
Although Sierra Leone has one of the highest global maternal 
mortality ratios,4 the health system had been making progress in 
improving outcomes in maternal and childhood mortality before 
the EVD outbreak through initiatives such as the elimination of 
user fees for pregnant women and children aged 5 years,16 and 
the implementation of performance-based health financing.17

FIGURE 2 Total number of deliveries by month before, during and after the 
Ebola virus disease outbreak in Moyamba District.

TABLE 2 ANC visits by facility type and health care setting before, during and after the EVD outbreak, Moyamba District, Sierra Leone

Number per month, mean ± SD

Pre-outbreak  
(11 months: 1 June 

2013–30 April 2014)

During outbreak  
(11 months: 1 June 

2014–30 April 2015) P value*

Pre-outbreak  
(6 months: 1 November 

2013–30 April 2014)

Post-outbreak  
(6 months: 1 November 

2015–30 April 2016) P value*

Total†

 ANC1 1350 ± 109 1329 ± 159 0.7 1391 ± 136 1388 ± 127 0.9
 ANC4 1172 ± 52 1115 ± 76 0.05 1198 ± 55 1131 ± 46 0.05‡

Facility type
 MCHP
  ANC1 590 ± 50 595 ± 65 0.8 602 ± 68 642 ± 34 0.2
  ANC4 536 ± 18 521 ± 47 0.4 539 ± 20 531 ± 18 0.5
 CHP
  ANC1 367 ± 38 369 ± 57 0.9 375 ± 43 386 ± 56 0.7
  ANC4 313 ± 40 287 ± 27 0.09 340 ± 26 305 ± 17 0.02‡

 CHC
  ANC1 394 ± 42 366 ± 50 0.2 415 ± 39 360 ± 58 0.08
  ANC4 324 ± 38 308 ± 19 0.2 320 ± 45 296 ± 29 0.3
Setting
 Facility
  ANC1 961 ± 82 999 ± 136 0.4 992 ± 103 1046 ± 95 0.4
  ANC4 832 ± 42 845 ± 61 0.6 848 ± 45 852 ± 30 0.9
 Outreach§

  ANC1 390 ± 37 331 ± 41 0.002‡ 399 ± 45 342 ± 33 0.03‡

  ANC4 457 ± 44 442 ± 110 0.7 465 ± 37 627 ± 127 0.01‡

* t-test. For the pre- vs. post-outbreak comparison, pre-outbreak data were restricted to 1 November 2013–30 April 2014.
† ANC1 = first ANC visit; ANC4 = fourth ANC visit.
‡ Statistically significant.
§ Health care staff rendering services in the community.
ANC = antenatal care clinic; EVD = Ebola virus disease; SD = standard deviation; MCHP = Maternal and Child Health Post; CHP = Community Health Post; CHC = Community 
Health Centre.
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Although previous studies had reported that the outbreak 
had had a significant negative impact on the delivery of health 
services in this setting,2,3,16–18 no study had previously looked 
at the spectrum of maternal care through ANC, delivery and 
PNC, and the impact of the EVD outbreak on programmatic 
outcomes.

We observed no changes in general trends in women attend-
ing ANC1 or ANC4 visits, delivering or attending PNC1 visits, be-
fore, during and after the outbreak. There was a significant de-
crease in the subset of women who attended ANC1 (but not 
ANC4) outreach visits during the outbreak, with no decrease in 
facility-based visits, however. The decrease in ANC1 outreach vis-
its may have been due to a decrease in outreach services in gen-
eral during the outbreak. There was also a delay, until April 2016, 
before outreach services were resumed in the district. There was a 
significant decrease in the number of women having community, 
as opposed to facility-based, deliveries during the outbreak, and a 
concomitant significant increase in the numbers of deliveries 
conducted by midwives, with a trend towards a decrease in the 
number of deliveries performed by maternal child health aides. 
However, the mean number of deliveries remained unchanged 
during the outbreak. The increase in facility-based deliveries by 
skilled health providers may have been because safe deliveries 
during the outbreak mandated adequate training in appropriate 
infection prevention and control measures and infrastructure, 
and provision of PPE.18

Based on previous literature,2,3,16–18 we had expected to find a 
dramatic change in the utilisation of services during the outbreak. 

One reason for our study findings showing less change than an-
ticipated could be that in Moyamba District the PHUs remained 
open, except for the temporary closure of two facilities following 
infection in a health-care worker. Within the district, the supply 
chain remained generally intact, salaries were paid, and all pri-
mary health-care staff received a financial incentive for EVD work 
from August 2014 to March 2015. While outreach activities from 
the PHUs were reduced, as were the routine activities of the com-
munity health workers, whose services were diverted to EVD con-
tact tracing, most staff remained active in their health facilities, 
with the exception of some nurses and community health officers 
from the district referral hospital, who were deployed to work in 
an Ebola treatment unit.

Another reason may be that although Moyamba was affected 
by EVD (211 cases), it did not have as many cases or as prolonged 
an outbreak as other districts in the country.15 This study did not 
look at clinical outcomes, only programmatic indicators. In a pre-
vious study in three districts in Sierra Leone (Kailahun, Kenema 
and Port Loko) which had high numbers of EVD cases, there was 
an average of 22% more maternal deaths and 25% more newborn 
deaths over the period from May 2014 to April 2015.19

The findings of this study are also in stark contrast to other 
studies based on programmatic DHIS data in the region,20–23 
where facility closures led to up to 80% reductions in recorded 
services in some instances.20 The authors of these studies postu-
lated a multitude of factors contributing to their findings, includ-
ing the lack of adequate data reporting, disruption of health ser-
vices and community fear of contracting EVD at health facilities. 

TABLE 3 Number of deliveries by setting and cadre before, during and after the EVD outbreak in Moyamba District, Sierra Leone

Number per month, mean ± SD

Pre-outbreak  
(11 months: 1 November 

2013–30 April 2014)

During outbreak  
(11 months: 1 June 

2014–30 April 2015) P value*

Pre-outbreak  
(6 months: 1 November 

2013–30 April 2014)

Post-outbreak  
(6 months: 1 November 

2015–30 April 2016) P value*

Setting
 Health facility 1109 ± 65 1090 ± 56 0.5 1078 ± 60 1127 ± 72 0.2
 Community† 31 ± 8 21 ± 11 0.03‡ 28 ± 9 28 ± 13 0.9
Cadre
 Midwife 49 ± 19 78 ± 16 0.001‡ 52 ± 25 102 ± 16 0.002‡

 Maternal and child 
health aide

963 ± 65 920 ± 42 0.07 935 ± 52 939 ± 66 0.9

 Traditional birth 
attendant

31 ± 7 26 ± 6 0.06 29 ± 7 35 ± 10 0.2

* t-test. For the pre- vs. post-outbreak comparison, pre-outbreak data were restricted to 1 November 2013–30 April 2014.
† Traditional birth attendants conducting deliveries in the community.
‡ Statistically significant.
EVD = Ebola virus disease; SD = standard deviation.

TABLE 4 Number of live births and attendance at first postnatal care visits before, during and after the EVD outbreak in Moyamba District, 
Sierra Leone

Number per month, mean ± SD

Pre-outbreak  
(11 months: 1 November 

2013–30 April 2014)

During outbreak  
(11 months: 1 June 

2014–30 April 2015) P value*

Pre-outbreak  
(6 months: 1 November 

2013–30 April 2014)

Post-outbreak  
(6 months: 1 November 

2015–30 April 2016) P value*

Live births 1134 ± 48 1110 ± 60 0.3 1116 ± 59 1162 ± 80 0.3
Postnatal visit
 Maternal 1110 ± 51 1105 ± 61 0.8 1086 ± 57 1165 ± 87 0.09

 Neonatal 1028 ± 41 1050 ± 67 0.4 1025 ± 50 1085 ± 114 0.3

* t-test. For the pre- vs. post-outbreak comparison, pre-outbreak data were restricted to 1 November 2013–30 April 2014.
EVD = Ebola virus disease; SD = standard deviation.



Public Health Action SORT IT: Liberia and Sierra Leone S45

The completeness of the data in our study and the consistency in 
reporting utilisation rates across all study periods may be in part 
due to the importance of ANC, delivery and postnatal indicators 
for performance-based financing linked to remuneration within 
the Sierra Leone Ministry of Health and Sanitation.24 This may act 
as a behavioural motivation for reporting of data and provision of 
services. In addition, Moyamba District was the first district in Si-
erra Leone to start reporting DHIS data using closed user-group 
mobile phones, which may have improved the quality of the 
reporting.

The major strength of the study is that the use of data from 
district-level programme information collected as part of routine 
monitoring and evaluation from a national public system should 
be representative of those districts in the region that were less af-
fected by Ebola. The conduct and reporting of the study also ad-
hered to the STROBE (Strengthening the Reporting of Observa-
tional Studies in Epidemiology) guidelines and sound ethical 
principles.25,26 Study limitations include the expected concerns 
regarding accuracy and consistency associated with the extraction 
of secondary programmatic data. In addition, while data collec-
tion at the PHUs continued, data quality control visits by the Dis-
trict Health Management Team were suspended from June to Oc-
tober 2014 due to repurposing of staff to support the EVD 
outbreak response. Furthermore, one faith-based health facility 
and two private hospitals in the district were not captured by the 
DHIS software. With respect to generalisability, district-level re-
sults may also be subject to bias related to district-specific health 
systems strengthening initiatives, including the presence of part-
ners (e.g., non-governmental organisations) that may have sup-
ported maternal and child services during the study period. Fi-
nally, DHIS data, which are clinic-based, may introduce selection 
bias compared to community-based, population-representative 
sampling, which enables population-wide estimation.26

In conclusion, the present study shows that key primary care 
programmatic indicators of uptake and utilisation of the contin-
uum of antenatal, delivery and postnatal care for mothers in an 
EVD-affected rural district in Sierra Leone remained robust despite 
the outbreak. While the numbers of deliveries remained consis-
tent before, during and after the outbreak, facility-based deliveries 
increased, suggesting that safe delivery initiatives in the context 
of an EVD outbreak may affect utilisation of maternity health fa-
cilities. Further studies are needed on national and regional pro-
grammatic data to look at whether or not these results are gener-
alisable and to examine maternal and newborn outcome 
indicators. Committed financial investment in strengthening the 
continuum of maternal care at the primary health care level is 
critical to maintain resilience in the post-recovery period and 
beyond.
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Contexte  :  Les 100 structures de santé offrant des services de santé 
maternelle à Moyamba, Sierra Leone, un district rural qui a connu 
une petite flambée épidémique d’Ebola.
Objectif  :  Comparer les tendances en matière d’utilisation des 
services de consultation prénatale (ANC1 et ANC4, c’est-à-dire la 
première consultation and la quatrième consultation ANC), 
d’accouchement et de soins postnataux (PNC1) avant, pendant et 
après la flambée épidémique d’Ebola (2014–2016).
Schéma  :  Etude transversale recourant aux données secondaires du 
programme.
Résultats  :  Il y a eu 211 cas d’Ebola dans le district. Le nombre 
moyen mensuel des ANC est resté stable dans le temps, à 
l’exception du sous-ensemble de soins offert à travers des stratégies 
avancées où, comparé à la période précédant la flambée 
épidémique (n = 390), les ANC1 ont décliné pendant (n = 331 ; P = 

0,002) et après Ebola (n = 342 ; P = 0,03). La majorité des activités 
(97%) a eu lieu dans des structures de santé, assistées par des 
auxiliaires de santé maternelle et infantile (80%). Pendant la 
flambée épidémique, le nombre moyen d’accouchements ayant eu 
lieu en communauté par mois a décliné de 31 à 21 (P = 0,03), et le 
nombre moyen d’accouchements réalisés par des sages-femmes est 
passé de 49 à 78 (P  0,001) par comparaison à la période 
antérieure. Il n’y a pas eu de changement significatif avant, pendant 
et après Ebola, dans le nombre moyen de naissances vivantes (n = 
1134, n = 1110, n = 1162), de ANC1 maternelles (n = 1110, n = 
1105, n = 1165) ou de consultation néonatales (n = 1028, n = 1050, 
n = 1085).
Conclusion  :  Dans un district rural moins affecté par la transmission 
d’Ebola, l’utilisation des soins de santé primaires maternels a résisté à 
la flambée épidémique.

Marco de referencia: Los 100 establecimientos de atención de salud 
que cuentan con servicios de maternidad en Moyamba, un distrito 
rural de Sierra Leona donde el brote epidémico por enfermedad del 
Ébola fue menos intenso.
Objetivo: Comparar las tendencias de la utilización de los servicios 
de atención prenatal (ANC1 et ANC4, es decir, la primera y la cuarta 
atención ANC), parto y atención posnatal (primera cita postnatal) 
antes del brote de enfermedad del Ébola, durante el mismo y después 
de él (del 2014 al 2016).
Método: Fue este un estudio transversal con datos secundarios de 
los programas.
Resultados: Se presentaron 211 casos de enfermedad por el virus 
del Ébola en el distrito. El promedio de consultas mensuales de 
atención prenatal permaneció estable con el transcurso del tiempo, 
con la excepción del subconjunto de cuidados prestados por 
conducto de citas extrainstitucionales, donde en comparación con el 

periodo anterior al brote (n = 390), las citas por ANC1 disminuyeron 
durante el brote (n = 331; P = 0,002) y después del mismo (n = 342; 
P = 0,03). La mayoría de los partos (97%) tuvo lugar en los 
establecimientos sanitarios, atendido por auxiliares de salud 
maternoinfantil (80%). Durante el brote epidémico, el promedio 
mensual de partos atendidos en la comunidad disminuyó de 31 a 21 
(P = 0,03) y el promedio de partos atendidos por parteras aumentó 
de 49 a 78 (P  0,001) en comparación con el período anterior al 
brote. No se observó ningún cambio significativo antes del brote, 
durante el mismo o después de él, con respecto al promedio de 
nacidos vivos (n = 1134, n = 1110 y n = 1162), ANC1 (n = 1110, n = 
1105 y n = 1165) ni de primeras consultas posnatales del recién 
nacido (n = 1028, n = 1050 y n = 1085).
Conclusión: En un distrito rural menos afectado por la transmisión 
de la enfermedad del Ébola, la utilización de los servicios primarios de 
atención materna resistió al brote epidémico.


